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The Governor of California
President pro Tempore of the Senate
Speaker of the Assembly

State Capitol

Sacramento, California 95814

Dear Governor and Legislative Leaders:

As requested by the Joint Legislative Audit Committee, the Bureau of State Audits presents its
audit report concerning the Kern County Child Protective Services system. This report concludes
that the Kern County Department of Human Services’ Family Preservation Bureau has
management weaknesses at critical points in its child protective process. Additionally, although
the Kern County Juvenile Court is generally effective in adjudicating cases of abuse or neglect, it
could minimize the negative effects the dependency process has on children by better controlling
continuances. Furthermore, a statewide survey of county child protective services agencies
indicates that the problems Kern County is experiencing may be prevalent throughout
the State. Finally, we find that the California Department of Social Services could help find
solutions to these problems by improving its oversight of the State’s child welfare services system.

Respectfully submitted,

URTR. SJOBERG

BUREAU OF STATE AUDITS
660 J Street, Suite 300, Sacramento, California 95814 Telephone: (916) 445-0255 Fax: (916) 327-0019
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Summary

‘;

Audit Highlights . . .

Kern County’s Family
Preservation Bureau:

Iz

Iz

Does not always ensure that
referrals of abuse or neglect
are properly assessed and
investigated promptly;

Has accumulated a backlog
of almost 12,000 cases due
to a dramatic increase in
referrals and ineffective
management; and

Lacks a systematic method
to monitor and track
caseloads.

The Kern County Juvenile Court:

Iz

T

Is generally effective in
adjudicating cases, but
could reduce the stress of
the dependency process on
children by limiting
continuances; and

Does not have an
information system to
monitor its operations.

The California Department of
Social Services:

T

Has not conducted timely
compliance reviews of
county child protective
agencies;

Does not track the
number of child deaths
that occurred due to abuse
and neglect; and

Has shown recent
leadership in improving
statewide child protective

services.

Results in Brief

he Kern County Department of Human Services’ Family

Preservation Bureau (department) and the Juvenile Court

(juvenile court) of the Kern County Superior Court are
responsible for providing protective services to children who
are at risk of being abused or neglected by a parent or guardian.
The California Department of Social Services (DSS) s
responsible for supervising the statewide system of child welfare
services, including child protective services. In our review of
the department and the juvenile court, we identified problems
at three points where critical decisions are made: in the
department’s emergency response to its allegations, in its
investigation of these allegations, and in the juvenile court’s
administration of hearings. In addition, we noted that the DSS
has only recently improved its efforts to monitor child protective
services in the State.

In our review of the department, we found the following
weaknesses:

* Its emergency response phone room staff do not always use
established checklists to ensure proper decisions are made.

* Investigation unit staff do not always initiate or complete
investigations promptly, obtain information from collateral
contacts, complete risk assessments in determining the risk
of future abuse or neglect, hold required strategy
conferences  between supervisors and staff when
investigating a referral for a family previously investigated,
or provide feedback to mandated reporters.

e The Court Intake, Family Maintenance, Family
Reunification, and Permanent Placement sections do not
always visit the abused or neglected children or the parents
in accordance with timelines established by law.

These weaknesses have been caused in part by a dramatic
increase in referrals over the past few years. However, the
department’s ineffective management of its operations is also a
factor. For example, the department does not always provide
prompt or effective supervisory reviews of its social workers’
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performances. Further, the department has not established a
systematic method of monitoring its employees’ workloads, nor
has it developed procedures for its employees to follow in
providing child protective services.

We found that the juvenile court is generally effective in
adjudicating the cases of abuse and neglect that the department
brings to it. However, because it has only one judge to preside
over contested cases, the juvenile court often continues
hearings, which lengthens the time that minors must remain in
a contested dependency proceeding. Lengthy proceedings may
add to the degree of stress placed on minors by the dependency
process.  Furthermore, we found that the juvenile court does
not have an information system to monitor its workload or
actions and to determine how it is operating.

Our review also disclosed that the DSS has not always fulfilled
all of its responsibilities in implementing and maintaining a
statewide system of child protective services. Specifically, until
fiscal year 1996-97, the DSS had not conducted timely
compliance reviews of the counties’ child protective services
programs and did not ensure that those reviews included an
evaluation of the counties’” emergency response or
administrative practices. We also noted that the DSS does not
track the number of child deaths that occurred due to abuse
and neglect. Without timely compliance reviews of county
child protective services agencies, the DSS cannot be assured
that children in the State are protected from abuse and neglect.
Further, because the DSS does not obtain information regarding
child deaths due to abuse and neglect, the DSS may not be able
to identify county or systemic weaknesses that require
regulatory or statutory change to properly address those
weaknesses.  Recently, the DSS has shown leadership in
improving the child protective services program in certain areas,
such as developing a research-based, statewide risk-assessment
tool and establishing regional training academies.

However, the DSS needs to provide more guidance to counties
that provide child protective services. As part of this audit, we
surveyed all 58 counties in the State and found that many
counties experience the same problems we identified in Kern
County. For example, of the 46 counties responding, we noted
the following:

¢ None of the counties used research-based risk assessments.

* Forty do not have quality assurance positions within their
organizations to monitor the quality and effectiveness of the
services they deliver.



* Forty have not identified outcomes by which to measure
effectiveness.

e Fourteen have no method to monitor social worker
workload.

* Only seven have developed caseload standards for social
workers.

* Twenty-five do not have policies and procedures manuals
for employees to follow in providing child protective
services.

*  Between 1994 and 1996, 295 children died as a result of
abuse or neglect.

* Twenty do not review child death cases to determine if
county policies or practices need to be revised.

Recommendations

To ensure that it provides prompt, effective child protective
services, the department should:

e Ensure that its supervisors provide prompt, effective reviews
of its social workers” performances.

* Ensure that its social workers initiate investigations of
immediate and 10-day referrals within required time frames
and complete the resulting case plan within 30 days.

* Institute a tracking system that will allow it to monitor the
caseloads and workloads of its employees.

e Develop a caseload standard for each of its sections so that
it can better determine when social workers are
overburdened.

e Once the department has developed an effective caseload
and workload tracking system and has established a
caseload standard for its social workers, it should ensure
that it has sufficient staff to stay within its caseload standard.

* Develop procedures for its employees to follow in providing
child protective services.

S-3



To ensure that it provides appropriate and timely permanent
placements to children within its purview, the juvenile court
should:

* Implement an information system that would allow it to
¢ monitor continuances and their causes,

¢ monitor compliance with statutory hearing and process
timelines, and

¢ provide other pertinent management information such as
court workload statistics.

* Consider implementing a mediation program.

* Consider assigning a presiding judge to at least a three-year
term in accordance with local and state rules of court.

To prevent unnecessary continuances and shorten case
processing times, the department should ensure that it submits
its reports to the juvenile court at least 48 hours prior to the
hearing date, that it submits transport orders promptly, and that
it provides adequate notice of dependency hearings to required
parties.

To strengthen its leadership role and improve its oversight of the
State’s child protective services, the DSS should:

* Continue with its schedule to review each county for
compliance at least once every four years until it completes
the implementation of its statewide automated child welfare
services system, and then every three years thereafter.

* Review the counties’ emergency response systems and
administrative practices as part of its comprehensive
monitoring approach.

* Continue to provide leadership to county child welfare
agencies through progressive child welfare initiatives.

To ensure that the State is able to better identify trends and
county and statewide systemic weaknesses in child welfare
services, the Legislature should:

* Continue the pilot project initially started to establish a
standardized child death reporting form.



* Require the appropriate state agency to establish a statewide
child abuse and neglect fatality database using the processes
developed by the pilot project.

Agency Comments

The department generally agrees with the findings in our report,
noting that it has already begun to address many of our
recommendations. The department believes that its new Child
Welfare Services Case Management System will help it address
many of the issues we raise in our report.

In addition, the juvenile court generally agrees with the
recommendations contained in our report, noting that it also
has begun implementing many of our recommendations.
However, the juvenile court disagrees on the effect that judicial
officer turnover has on dependency proceedings.

Finally, the DSS generally agrees with the recommendations
made in our report, noting that it has already implemented
many of them.
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Background

Los Angeles and Tulare counties. The county covers

8,172 square miles and is the third largest county in land
area in the State. In 1996, the county was the nation’s leading
oil-producing county and the State’s fourth most productive
agricultural county. In 1995, Kern County had an estimated
population of over 646,000 people, with approximately one
third under the age of 18. The state average for this age group
is 26 percent. Because Kern County supports a greater
proportion of children than other counties in the State, the
quality of services it provides to this at-risk population is even
more important. Along with its law enforcement officers, the
county’s Department of Human Services and Juvenile Court are
the primary agencies that protect children at risk of abuse or
neglect.

Kern County was organized in 1866 from portions of

Overview of the Kern County
Department of Human Services

Kern County established its Department of Human Services in
1921 to provide residents emergency aid. Today, its services
can be categorized into three major areas: financial assistance,
and adult and children’s services. Children’s services consist
of 24-hour emergency crisis intervention for abused and
neglected children. It determines how best to provide the safest
environment for children, whether it be removal from the home
and placement in foster care or working with the family to keep
the children in the home. Children’s services also include
adoption and temporary shelter for children removed from their
homes due to abuse or neglect.

The Family Preservation Bureau (department) of the Kern
County Department of Human Services administers its
children’s services programs.  The department consists of
five sections: Emergency Response, Court Intake, Family
Maintenance, Family Reunification, and Permanent Placement.
The functions of these sections are summarized below and
illustrated in Figure 1.
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The Emergency Response Section consists of a phone room and
several investigation units. The phone room fields allegations of
child abuse and neglect, known as referrals. Staff in the phone
room evaluate referrals and determine if an investigation is
justified. If deemed necessary, a social worker from one of the
investigation units visits the family to determine whether
the allegations contained in the referral occurred. If a referral is
substantiated, the investigator may for safety reasons remove the
child from the home and place him or her into out-of-home
care, such as foster care or a relative’s home.

The Court Intake Section identifies the appropriate services
for cases substantiated by the Emergency Response Section. For
cases in which abuse or neglect has occurred and continued
protective custody is necessary, the Court Intake Section
prepares a petition that is filed by the county in Juvenile Court.
Through a series of hearings in Juvenile Court, the court intake
social worker addresses the family’s problems by establishing a
goal for the outcome of the case and developing a plan that
includes services for family members to achieve the goal.
These services may include counseling and courses in
homemaking skills and parenting classes.

The Family Maintenance Section serves families when the
child remains at home either through a voluntary agreement
between the department and the family or through a court
order. Services provided by this section may include
counseling, respite care, and parenting classes. As the services
are delivered, the family maintenance social worker evaluates
the family’s progress towards achieving the goals of the plan. If
the goals are met, the case is closed. If the goals are not
met, the child, for its health and safety, will eventually be
removed from the home.

The Family Reunification Section serves families while the child
is placed outside of the home. Typically, these services are
intended to improve the home environment through family
counseling, drug counseling, emergency shelter care, parent
training, and courses in homemaking skills so that the child
may be reunited with the family in a safe environment.

The Permanent Placement Section provides services to children
who cannot safely live with their parents and are not likely to
return to their own homes. These services include long-term
foster care, legal guardianship, and adoption.



The department receives child protective services funding from
federal, state, and county sources. State and federal funding
allocations are based on the department’s projected caseload
compiled from actual caseload for the preceding three years.

As illustrated in Figure 2, the county share averages only about
$2.4 million. Over the past five years, the department’s
total spending from all sources has ranged from $13 million to
$16 million.

Figure 2
Family Preservation Bureau Expenditures
for Fiscal Years 1992-93 through 1996-97
$20
A
2 $15
IS
c
= $10 $6.0
1z 7 $6.0
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$ - 1 1 1 1
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unknown for fiscal year 1992-93

Overview of the Juvenile Court

The Kern County Juvenile Court (juvenile court) is part of the
Superior Court of Kern County. The juvenile court has one
judge and one referee who hear matters relating to minors. The
juvenile court officers preside over dependency cases from
the Court Intake Section of the department. Over a series of
hearings, the juvenile court decides if evidence supports
allegations of child abuse or neglect, and considers a
resolution. Figure 3 illustrates this process.
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Role of the State Department
of Social Services

The California Department of Social Services (DSS) oversees
child protective services provided by counties throughout the
State. DSS promulgates regulations for all counties to follow
and monitors county compliance with those regulations. The
Children’s Services Branch of DSS’s Children’s and Family
Services Division administers these and other child welfare
programs.

Scope and Methodology

The Joint Legislative Audit Committee requested the Bureau of
State Audits to perform an audit of the Kern County child
protective services and related public agencies charged with the
responsibility of protecting children. The purpose of this audit
was to evaluate the policies and procedures the department
established to protect children from abuse, neglect, and
exploitation and to determine whether it and the related
agencies adhered to them.  The Joint Legislative Audit
Committee also requested that we determine if the county had a
role in the deaths of eight children from suspected child abuse
between November 1995 and January 1997.

To gain an understanding of the overall child protection system
in Kern County, we reviewed applicable laws, regulations,
and other background information. Although many public and
private agencies, including law enforcement, medical
institutions, public schools, and community-based service
organizations have roles in the child protective services network
in Kern County, our initial review indicated that the primary
responsibility for protecting children from abuse and neglect
rests with the department and the juvenile court. As a result,
our review in Kern County focused on these two agencies.

To identify the roles the department, the juvenile court, or other
public agencies played in children’s deaths due to abuse or
neglect, we reviewed the case files for each such death since
January 1995. As part of this review, we determined the extent
of prior contact the agencies had with the families and whether
the agency could have prevented these deaths. A summary of
the death cases is presented in Appendix A.

To determine if the department was effectively protecting
children from abuse and neglect, we interviewed appropriate
department staff to obtain an understanding of policies and
procedures and selected a sample of processed referrals to



ascertain if it had responded appropriately. Specifically, to
evaluate the department’s Emergency Response Section efforts,
we selected a sample of referrals to determine if its intake
process and investigations were consistent with applicable laws,
regulations, policies, and procedures. To evaluate the
department’s other four sections, we selected a sample of
substantiated referrals forwarded to the Court Intake Section for
intervention. We determined if the Court Intake Section, and
any other sections that serviced the case, consistently applied
laws, regulations, policies, and procedures. To identify how
the department monitored its social workers’ caseloads, we
interviewed section supervisors.

While reviewing the department’s child protective services, we
noted that an opportunity exists for the department to relocate
one of its sections to the juvenile court building, a move which
may improve the efficient handling of cases. We cover this
issue in a separate letter addressed to the department.

To assess the juvenile court’s operating effectiveness, we
reviewed applicable laws and court rules and interviewed
appropriate juvenile court staff as well as representatives from
the County Counsel, the Public Defender, and the Indigent
Defense Panel. In addition, we selected a sample of cases
heard by the juvenile court and determined if its actions were
consistent with the identified laws, rules, policies, and
procedures.

To obtain an understanding of policies, procedures, and
practices throughout the State, we surveyed child protective
services offices in all 58 counties. A summary of the responses
received from the counties is presented in Appendix B.

To determine the role the DSS has in the statewide system of
child protective services, we reviewed applicable laws and
regulations and interviewed appropriate DSS staff. We
reviewed recent audits and evaluations on child welfare services
in the State and examined DSS’s responses to these reports. In
addition, to evaluate its monitoring efforts, we reviewed DSS’s
timeliness and effectiveness in performing county compliance
reviews. Finally, to identify its role in reviewing statewide child
deaths, we interviewed staff from the DSS, as well as staff from
the Department of Justice and the Department of Health
Services who serve on the State Death Review Board.
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Chapter 1
Kern County Does Not Always Provide

Prompt, Effective Child Protective Services

Chapter Summary

up of the Department of Human Services’ Family

Preservation Bureau (department), the Juvenile Court

(juvenile  court), and various community-based
organizations. In our review of this system, we identified three
points at which critical decisions are made relating to the
health and safety of children at risk of abuse or neglect: in
the department’s Emergency Response phone room, in its
Emergency Response investigations, and in the juvenile court.

The Kern County child protective services system is made

We found that the department sometimes failed to obtain
important information and did not always perform other
required actions in responding to allegations of child abuse or
neglect. ~ For example, phone room staff did not always
complete a checklist of critical attributes intended to guide the
phone room social worker in deciding whether the department
should investigate, nor did they obtain information from persons
outside the immediate family who may have important
information regarding the family’s situation. Furthermore, we
noted that the department does not always initiate or complete
its investigations promptly, nor does it consistently obtain
information from collateral contacts during these investigations.
We also found that the department does not consistently
complete a risk assessment to assist in measuring the risk of
future abuse or neglect, hold conferences between supervisors
and staff to discuss appropriate strategies when investigating a
referral for a family it had previously investigated, or provide
feedback to mandated reporters of the results of its
investigations. Finally, we found that the department does not
always visit the abused or neglected children or the parents as
required.

Many of the weaknesses we noted were caused in part by a
dramatic increase in referrals. However, the department’s lack
of effective management of its operations has also contributed
to these weaknesses. For example, we noted that throughout
the department’s operations, supervisors did not consistently
provide prompt and effective reviews of the work being
performed.  Further, the department has not established a
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systematic method of monitoring its employees’ workloads.
Finally, the department has not developed procedures for its
employees to follow in performing child protective services.

Emergency Response Phone Room
Decisions Can Protect Children
From Continued Abuse and Neglect

A 4

Phone room staff do not
always complete
sufficiency screens nor
obtain necessary
information from

contacts.
A 4

The Emergency Response phone room is the first key decision
point in the department’s process of identifying and responding
to child abuse and neglect. This unit’s decisions are critical to
protecting the health and safety of children in Kern County.
Although we found that the department’s controls at this critical
stage are generally effective in ensuring that referrals are
properly received and assessed, we noted two areas in which it
could improve its effectiveness.

The department’s Emergency Response phone room social
workers receive and screen referrals or allegations of child
abuse or neglect. When someone makes an allegation, the
social worker obtains as much information from the referring
party as possible. Because the department does not have the
resources to respond to every referral it receives, the social
worker determines if the information merits an in-person
response by a department investigator. If an in-person response
is necessary, the social worker, with the supervisor’s approval,
then determines how quickly the department should respond.
These are the first critical decisions the department must make
regarding referrals.

To assist in these decisions, the department has adopted a
protocol, developed by California State University, Fresno, that
guides the social worker in evaluating the available information
and deciding if an in-person response is necessary. This
protocol suggests tools to aid an agency in evaluating the
seriousness of allegations.

The department does not always comply with laws, regulations,
and its own policies in determining responses to referrals. We
noted that phone room staff do not always complete sufficiency
screens, nor do they always obtain necessary information from
collateral contacts. The effective use of these tools is critical
because the health and safety, or sometimes even the life, of a
child may depend on the outcome of the decision. A proper
decision in the phone room may assist social workers in saving
a child from further abuse or neglect. Conversely, an incorrect
decision may result in a child continuing to be abused or
neglected and, in extreme cases, even killed.



A 4

By not consistently using
sufficiency screens,
phone room social
workers may reach the
wrong conclusion
regarding the seriousness
of a referral.

A 4

A sufficiency screen is a checklist of key questions that aid a
social worker in determining whether the department should
respond in person to investigate allegations of child abuse or
neglect. Of the 110 referrals we reviewed, a social worker
should have completed all or a portion of a sufficiency screen
on 28; however, we noted 8 instances (29 percent) when the
social workers either had not completed or had only partially
completed a sufficiency screen. Department of Social Services
(DSS) regulations require the department to complete a
sufficiency screen when it decides a referral is not appropriate
for investigation.

By not consistently using sufficiency screens, the phone room
social workers may reach the wrong conclusion regarding the
seriousness of a referral.  Specifically, if a social worker
determines a referral needs an in-person response when that
referral does not merit such a response, valuable resources
would be consumed that the department could have used on
another referral. Conversely, the social worker could
incorrectly decide that an in-person response is not necessary,
thus leaving the child at risk of continued abuse or neglect. For
example, in one of the child death cases we reviewed, we, as
well as the department, found that the department did not
properly complete a sufficiency screen.

Another tool phone room staff do not use consistently is
collateral contacts.  DSS regulations and the emergency
response protocol adopted by the department require it to
obtain information from collateral contacts. A collateral contact
is an individual who has specific knowledge about an incident
of alleged abuse, or relevant information, such as a neighbor,
teacher, or child advocate. In 10 of the 110 referrals we
reviewed, a potential collateral contact was included in
information available to the phone room social worker.
However, in 2 of these 10 referrals, the social worker did not
attempt to contact the individual.

Even though the department’s Emergency Response investigator
later obtained information from collateral contacts in one of the
two cases noted above and the other case was determined to be
unfounded, and therefore information from collateral contacts
was not necessary, the importance of phone room social
workers obtaining information from collateral contacts is
demonstrated in another death case we reviewed. In this case,
the social worker failed to call a collateral contact who may
have had information regarding the location of the child at risk
because she thought confidentiality concerns prevented her
from doing so. Rather, the social worker closed the referral,
determining it was inappropriate for the department to
investigate, and cross-reported it to local law enforcement.

11
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‘;
In nine referrals, a
supervisor approved
the file although it
contained errors and
omissions—one other
had no supervisory
review at all.

‘;

Unfortunately, the child was killed before local law
enforcement officials could locate him. Upon reviewing this
case, the department concluded that the social worker should
have made the phone call to the collateral contact.

Poor Supervisory Review
Sometimes Allows Incorrect Phone
Room Decisions To Go Undetected

Once the phone room social worker determines whether the
department should respond to a referral, the phone room
supervisor should review the decision. Although this review is
a critical control in this stage of responding to allegations of
child abuse and neglect, we found that supervisors do not
always detect errors and omissions made by phone room staff.
Specifically, as indicated in the sections above, in our review of
110 referrals, we noted 10 that the department failed to
properly complete.  However, in 9 of these referrals, a
supervisor reviewed and approved the file even though it
contained errors and omissions. In one other referral, we saw
no evidence that a supervisory review was performed at all.

To maintain control at this critical point, the supervisor should
review the social worker’s performance in gathering and
analyzing the information and determine the propriety of the
social worker’s decision before significant time has passed and
the decision has been implemented. In addition, the supervisor
should review the decision to ensure that the social worker has
completed or obtained all information necessary to properly
assess the situation. The supervisor must also ensure that the
social worker’s performance complies with DSS regulations and
department policies. The regulations require the department to
document the reason for the decisions made on each referral
and to have the decision approved by a supervisor. Further,
these regulations state that emergency response protocol for
evaluating referrals is not complete without a supervisor’s
approval.

Because its supervisors’ reviews were not always effective in
detecting errors and omissions, the department cannot be
assured that children are adequately protected from abuse and
neglect. In one of the death cases previously discussed, a
supervisor reviewed and approved the work performed.
However, had the supervisor performed a more thorough
review of the social worker’s performance, the errors may have
been detected and the death may have been prevented.



A backlog of almost
12,000 cases resulted

from late or incomplete
investigations.

‘;

The effects of poor supervisory review are magnified because
the department has provided few policies to its phone room
staff to guide decisions and no written procedures on how to
receive and evaluate referrals. Without clear policies and
procedures, phone room staff may not clearly understand their
roles and responsibilities.

The Department Does Not Always

Act Promptly or Obtain Critical
Information While Making Emergency
Response Investigation Decisions

Our review of the department’'s Emergency Response
investigations, which are referrals from the Emergency
Response phone room, disclosed that it is not always complying
with laws, regulations, or department policy in five critical
areas. For example, the department does not always promptly
initiate or complete these investigations, resulting in a backlog
of almost 12,000 cases. Additionally, the department does not
always obtain information from collateral contacts, nor does
it always complete a risk assessment to help determine the risk
of future abuse or neglect. Moreover, the department does not
always hold conferences between supervisors and staff to
discuss appropriate strategies when investigating a referral for a
family that was previously investigated by the department.
Finally, the department does not always provide feedback to
mandated reporters of the results of its investigation.

Emergency Response Investigations
Are Critical To Determining
the Safety of Children

An investigation is a direct result of the first key decision. At
this stage, the phone room social worker has determined the
child is in enough danger to require an in-person investigation.
The referral is assigned to an investigator who reviews the
information already obtained and then attempts to interview
the parties included in the referral. Based on this information
and initial interviews, the investigator determines whether
allegations are substantiated, unsubstantiated, or unfounded.

A substantiated allegation indicates that the investigator
obtained enough evidence to determine that the alleged abuse
did occur.  Normally, the agency bases its decision to
substantiate on some credible evidence that constitutes child
abuse or neglect. The investigator then performs a risk
assessment to determine the potential for continued abuse or
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neglect if the child is left in the home. Based on the risk
assessment and the investigator’s judgment, the investigator
could provide services for 30 days or refer the family to services
aimed at resolving the problems. In severe cases, the social
worker may remove the child from the home and transfer the
case to the Court Intake Section.

When an allegation is unsubstantiated, it means that the
investigator was unable either to obtain evidence to support
the allegations or to find that the alleged abuse did not occur.
For example, a referral is unsubstantiated when a child has
bruises, but neither the child nor the parents indicate that
the bruises were the result of some form of abuse or neglect. In
cases like this, the investigator assesses the risk of future abuse
or neglect by completing a risk assessment. Based on this
assessment, the investigator will either close the case,
provide services to help the family, or refer the family to
community-based organizations that can assist in resolving the
problems.

An unfounded allegation indicates that the investigator
determined the report to be false, inherently improbable,
involved an accident, or did not constitute child abuse. If
this is the result, the investigator should document the
determination in the case record. The investigator either closes
the case without further services or refers the family to a
community-based service organization and then closes the case.

The Department Does Not Initiate or
Complete Its Investigations Promptly

The department is not promptly initiating or completing
investigations of child abuse and neglect referrals so that
critical decisions can be made appropriately. In our review of
110 referrals from 1995, 1996, and 1997, the department
determined an investigation was needed for 82. In 6 of these
82 referrals, the department did not initiate its investigation
within the time frames required by DSS regulations. These
regulations require the department to investigate immediately
those referrals that indicate imminent danger to a child is likely
and to investigate within 10 days all others the phone room has
forwarded for investigation. Moreover, the number of referrals
for which the department exceeded the mandated response time
appears to be increasing as its workload has increased.



As Figure 4 illustrates, the number of child abuse and neglect
referrals increased significantly in 1996 and continued to
increase during 1997. The increase was attributable to a public
awareness campaign the department conducted and a year-long
series of print, television, and radio reports on child abuse
conducted by the media in Kern County.

Figure 4
Referrals Received From 1994 through 1997
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However, the department has not been able to keep up with the
increased workload these efforts have produced. According to
the department’s activity reports, its Emergency Response
Section has been able to increase the number of referrals it
processes; however, it has not been able to process referrals at
the same rate they are received, resulting in a backlog. As
Figure 5 illustrates, as of September 1997, this backlog
amounted to almost 12,000 cases.
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Figure 5
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The backlog includes cases not yet investigated or those for
which the department has completed the investigation.
Completed investigations remain part of the backlog because
either the investigator has not written a report, the supervisor
has not reviewed the report, or the department has not
completed the process of closing the case on its information
system. Because the department does not have a system to
track or analyze its caseload, it does not know, and we were
unable to determine, the types of referrals, or the aging of the
referrals in its backlog. However, the department believes that
most of these cases are lower-risk referrals that it has
investigated but for which it has not completed an investigation
report or supervisor review. The results of our tests of 110
cases support this belief.

In our review of the department, its inability to consistently
respond promptly to the increased workload was evident.
Specifically, of the 82 referrals we reviewed, 8 were received in
1995 and the department responded to all of them within
10 days, while 40 were received in 1996 with 3 late
responses. However, of the remaining 34 referrals received
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between January and July 1997, the department initiated its
investigation late three times. To better determine the extent of
its performance in responding promptly to referrals, we selected
an additional 30 referrals the department received during May,
June, and July 1997. It determined that an investigation was
needed for 26 of these referrals; however, it responded late to
10. Therefore, out of 108 referrals the department should have
investigated, it initiated its investigation late for 16.

Of the 108 referrals for which the department determined an
in-person investigation was needed, 9 were identified as
requiring an immediate response, and the remaining 99 were to
be responded to within 10 days. The department responded
promptly to all 9 immediate referrals. The total of 16 referrals
noted above for which the department did not initiate a prompt
investigation were all 10-day referrals, indicating lower risk.
The average response time for the department to respond to the
10-day referrals was 8 days, ranging from 0 to 51 days. Only 2
of the 16 referrals the department initiated late were over
30 days late. Therefore, although it may not always initiate its
investigation within 10 days, late investigation of referrals does
not appear to be the cause of the backlog of almost 12,000
cases.

In addition to the department not promptly responding to the
referrals it investigates, we also noted that it does not always
complete its investigations within 30 days of the initial
investigation, of the initial removal of the child, or by the date
of the dispositional hearing, as required by DSS regulations. In
80 of the 108 referrals (74 percent) we reviewed, the
department did not complete a case plan and a supervisor did
not review the case file, both required by regulations, within
30 days of the date of the initial investigation. Without a
completed case plan, the department is not able to identify the
needs of the family and forward the case to the department’s
other sections that facilitate these services.

Furthermore, in one instance, the investigator did not complete
the investigation for almost 9 months. Moreover, for 12 of the
80 referrals, the department did not complete a case file until
we requested the file as part of our sample. As a result, there is
no way to know when these files would have been completed if
we had not requested them as sample items. Finally, 14 of the
80 referrals had not been closed by a supervisor, even though 8
of the 14 had been received in 1996, and 1 had been received
in 1995.

The department indicated that it has to prioritize its social
workers’ caseloads because of the high volume of referrals it
receives. As a result, it may not always initiate an investigation
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within 10 days or complete them within 30 days of the initial
investigation.  The department prioritizes its response to
referrals based on assessed risk. For example, an immediate
referral has a high risk associated with it, and therefore the
department investigates it before other lower-risk referrals.
Similarly, a physical or sexual abuse referral has a higher risk
associated with it than does a general neglect referral.

When the department does not respond promptly, a child may
endure further abuse or neglect. A late response could also
adversely affect the investigation, because the department may
not then be able to properly assess the referral. For example, in
one referral we reviewed, the department did not respond for
51 days, 41 days past the 10-day deadline. The referral
included an allegation of marks on the child, which indicates
moderate risk; however, by the time the department responded,
the marks were no longer visible. In this case, the investigator
determined the allegation was unfounded because of a lack of
physical evidence or corroborating evidence from the victim.
However, because the response was so late, a crucial piece of
evidence, the marks, may have healed by the time the
department responded. If the department had responded within
the 10-day timeline, it would have been able to determine if the

child did have marks.

The Department Fails To Use All
Available Tools To Determine Risk

The DSS regulations require the county to make necessary
collateral contacts with persons having knowledge of the
condition of the child. Of the 110 referrals we reviewed,
38 listed collateral contacts that the investigator should have
contacted; however, the department did not obtain information
from collateral contacts in 3 of these 38 referrals. Collateral
contacts can provide the investigator with additional
information about the incident of alleged abuse. Collateral
contacts can either confirm or discount the investigator's own
perception of the family and its situation, and the information
they provide could assist the investigator in deciding whether to
intervene on behalf of the child. Consequently, the social
worker may inappropriately remove the child from the home
or leave the child in the home to suffer continued abuse or
neglect.
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The department requires investigators to complete a risk
assessment, a tool to help determine the risk of future abuse or
neglect, whenever they determine a referral is substantiated
or unsubstantiated. In our review of 110 referrals, the
department should have completed risk assessments for 56;
however, we noted that the department had not completed 7.
The department uses a risk assessment tool developed by
California State University, Fresno, which is designed to assist
social workers in determining the most critical risk factors and
the services needed to alleviate the risk to the child or family. If
this tool is not used adequately, the department’s decisions may
not be sound and may not adequately protect the child.

Until January 1997, the department did not have a written
policy requiring investigators to complete risk assessments. Five
of the seven cases lacking a completed risk assessment were
processed prior to January 1997. According to the assistant
director, the department’s policy regarding the use of risk
assessments was informal wuntil January 1997 when the
department implemented a written policy requiring risk
assessments for certain referrals. Currently, the department is
drafting an additional policy and related protocol to instruct its
investigators when to complete a risk assessment.  Another
reason the department did not always complete risk assessments
is because supervisors failed to thoroughly review case files. In
three of the seven cases noted above, a supervisor had
reviewed and approved the files despite the lack of a completed
risk assessment; and in the other four cases, a supervisor had
not yet reviewed the files, even though the referrals were at
least three months old.

The Department’s Communication
of Information Is Inadequate

Passing on information from one step of the process to the next
is vital to the success of protecting at-risk children. An example
of the department’s inadequate communication system is its
failure to conduct strategy meetings between investigators and
supervisors for families with two or more past referrals.

The department has a written policy that requires its
investigators to meet with their supervisor to plan strategies to
provide services for such families. In our review of 110
referrals, we identified 58 that had at least two prior referrals.
However, we saw only one instance in which the department
had implemented this policy, even though 24 of the 58
happened after the effective date of its policy. The purpose of
the meeting is to determine what services the department
should provide to the family to help solve its problems. While
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the department’s policy does not suggest that social workers
with prior knowledge of the family attend this meeting, we
believe it would be beneficial for the new social worker. This
is particularly important because, even though the department
received prior referrals, these may have been investigated by
different social workers. With more complete knowledge of the
family’s circumstances, the social worker currently assigned to
the investigation can develop a case plan that more accurately
addresses the family’s problems. Furthermore, these meetings
may help the department provide better services to families that
have a history of abuse or neglect and perhaps even prevent
future referrals from occurring. Finally, the department could
increase its effectiveness, and possibly reduce future workloads,
by following this policy.

Another  example of the department’s inadequate
communication is its failure to consistently report the results of
its investigations to mandated reporters. Of the 110 referrals we
reviewed, the department received 49 from mandated reporters.
In 8 of these 49 referrals, the department failed to provide
feedback. The State Penal Code mandates certain groups of
people, including doctors, school nurses, law enforcement
officers, and counselors, to report suspected child abuse. The
State Penal Code also requires the department to provide
feedback to the mandated reporter after investigation. The
department’s written protocol details when and how a social
worker should provide feedback to a mandated reporter;
however, the social workers do not always follow the protocol.

Mandated reporters usually are persons who have ongoing
contact with children, and they are the first line of defense
against child abuse and neglect. Therefore, the exchange of
information between the department and the mandated
reporters is critical to sustaining this method of identifying and
preventing future abuse and neglect. By providing feedback to
mandated reporters, particularly those referrals with positive
outcomes, the department may also encourage these individuals
to report future instances where they may suspect abuse or
neglect of a child.

Excessive Caseloads Contribute to the
Department’s Inability To Consistently
Investigate Referrals Promptly

Our review of the average monthly caseload for social workers
in various sections disclosed that the department’s Emergency
Response investigators, who are social workers, carry an
excessive number of cases. As a result, the investigators are not
always initiating or completing investigations promptly, and



they do not always complete the investigation properly. The
caseloads of the department’s Emergency Response investigators
far exceed standards established by the Child Welfare League of
America (CWLA) and the DSS. While excessive caseloads are a
result of the increased number of referrals the department
receives, its lack of guidance to its employees in distributing
and monitoring caseloads has magnified the effects of this
increase. The department is currently implementing a computer
system that may help track caseloads. However, without
proper controls and guidance over the new system, it too will
fail to provide the caseload tracking information that would
allow the department to effectively manage referrals of child
abuse or neglect.

Caseloads for the Department’s
Emergency Response Workers
Exceed Standards

The CWLA is a nonprofit association that assists children and
families. It has recommended workload standards for child
protective services social workers in its publication Standards
for Service for Abused or Neglected Children and Their
Families. The DSS has also developed workload standards for
county child protective services agencies which, along with
caseload information from the counties, it uses to determine
funding for these agencies in the 58 counties.

Using the monthly caseload reports the department prepares
from data submitted by social workers, we calculated the
average caseload per worker for the fiscal year ending
June 30, 1997, for all sections except Emergency Response.
The department’s Emergency Response Section does not track
the caseloads of its investigators; therefore, to compare the
caseload for social workers in the Emergency Response Section
to the standards established by CWLA and DSS, we determined
the average number of assignments in a month per social
worker using the logs the department keeps to record
assignments. In Table 1, the average monthly caseload per
social worker in each section is compared to the corresponding
DSS and CWLA standard.

As the table illustrates, the department is below the
CWLA and DSS prescribed standards for the Family
Maintenance and Family Reunification sections, and only
slightly above the DSS standard for the Permanent Placement
Section. The Permanent Placement Section does not track
caseload by the number of families; therefore, it is difficult to
compare department data to the CWLA standard. However, by
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Table 1

Comparison of Kern County Caseloads
With DSS and CWLA Standards

Kern County

Kern CPS Section Average Monthly Caseload DSS Standard CWLA Standard
Emergency Response 25.7 investigations 15.8 children 12 investigations®
Court Intake 30.5 children None® None®
Family Maintenance 33.4 children /15.5 families 35 children 17 families
Family Reunification 24.1 children / 9.4 families 27 children 17 families
Permanent Placement  56.4 children 54 children 17 families

*The CWLA revised its Emergency Response caseload standard to 14 investigations in a review of

Riverside County’s child protective services system because the investigators did not perform
the court work associated with the investigations. Kern County’s investigators also do not
perform the court work for their cases; therefore, a standard of 14 is more appropriate.

Neither the DSS nor the CWLA have promulgated standards for the court intake unit.

‘;
Emergency Response’s
average monthly
caseload is well above
the standards prescribed
by the DSS and the

CWILA.
‘;
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using the children-per-family ratios from the Family
Maintenance and Family Reunification sections, the CWLA
standard for the Permanent Placement Section would be
between 34 and 51 children. However, since the amount
of work required at the permanent placement stage of
dependency is less than at the family maintenance and family
reunification stages, the caseload for the social workers in the
Permanent Placement Section does not appear to be
excessively, if at all, over the CWLA standard. Neither DSS nor
CWLA has a standard to compare to the department’s Court
Intake Section.

In contrast to the other sections, Emergency Response’s average
monthly caseload of 25.7 investigations is, at 62 percent, well
above the standard of 15.8 prescribed by DSS and more than
double the standard of 12 set by the CWLA. Additionally, the
DSS standard is measured by the number of children a social
worker serves. The only data we were able to obtain from the
department was measured by the number of investigations a
social worker has. Because an investigation may include more
than one child, the department may exceed this standard by
even a greater margin. Furthermore, the number of new
assignments Emergency Response investigators receive each
month has been markedly increasing over the past year, from
18.9 per social worker in July 1996 to 28.5 in June 1997 and
as many as 33 new investigations per social worker in
March 1997. Moreover, the number of new assignments vary



Table 2

among social workers, and in some cases Emergency Response
investigators are assigned more than 40 new investigations per
month, which is more than three times the CWLA standard.

The department’s supervisors appear to carry workloads that are
near, or just slightly above, standards promulgated by DSS and
considerably higher than the CWLA standard. As illustrated in
Table 2, the department’s supervisor-to-social worker ratio for
each of its sections is near the DSS standard of seven for each
section and up to 80 percent above the CWLA standard of five.

Comparison of Kern County
Supervisor-to-Social Worker Ratio
With DSS and CWLA Standards

Kern County
Average Supervisor/

Kern CPS Section Social Worker Ratio DSS Standard CWLA Standard

Emergency Response

Court Intake

Family Maintenance
Family Reunification
Permanent Placement
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Because of increasing
investigations assigned to
its Emergency Response
workers each month, the
risk of children being
exposed to continued
abuse and neglect also

increases.

The ratios in Table 2 are an average of seven months, including
May through November 1997. The range for the Emergency
Response Section during this time was one supervisor to 7.3
social workers in June, to one to 10.4 in September. In
November, the Emergency Response ratio decreased to one to
8.2 when the department added a new supervisor.
Additionally, the department has advised us that it has received
approval to hire three more supervisors, which should lower its
supervisor ratios even further.

Because the number of investigations the department is
assigning to its Emergency Response workers each month
is increasing, the risk of children being exposed to continued
abuse and neglect also increases. The CWLA made a similar
conclusion in its March 1996 report on Riverside County’s
Child Protective Services agency. In its report, the CWLA stated
that “High caseload size makes it very difficult for ER social
workers to do their jobs well. When the demand outstrips the
capacity of a child protection system to respond (ER Section),
tough decisions must be made. Over-stressing the staff lessens
their ability to make sound decisions.” Finally, while the
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CWLA recommends that all child protective service
organizations develop their own caseload standards to monitor
workload properly, the department has not established its own
caseload standards.

The Department’s Current
System Does Not Promote
Effective Caseload Monitoring

Caseload monitoring is vital to ensuring that effective child
protective services are being delivered. However, the
department has not established a systematic method or provided
policies or procedures to guide its supervisors in monitoring the
caseloads of the social workers under their supervision. As a
result, with the exception of Emergency Response, each section
has developed a manual system to monitor the caseloads of its
employees.  However, these manual systems of tracking
caseloads are not effective. Most supervisors monitor caseloads
by requiring their workers to submit caseload information at the
end of each month.

One shortcoming of these methods of caseload monitoring
is that they provide supervisors with information that is accurate
for only a particular point in time. Therefore, the supervisors
do not have current caseload information at any point other
than at the end of the month. Additionally, these monitoring
systems rely completely upon the workers to report their current
caseloads, but the department has not established any controls
to ensure that the information is reliable or accurate.

An important component of a caseload tracking system is an
information  system that can provide supervisors and
management with reliable caseload information. Until recently,
the department used its Family Preservation Bureau (FPB)
information system to track referrals as well as to open and
close cases. When the department inputs a referral, the FPB
system assigns a number to it. The department also assigns
each social worker a caseload number on the FPB system. The
system links the referral number to the worker caseload
number, which allows the department to obtain information in
desired formats, such as caseload per worker. However, the
department has not implemented adequate controls over
the information contained in the FPB system and it is no longer
reliable.

For example, since October 1996, the department has allowed
its social workers to close cases on the FPB system prior to
having them reviewed by supervisors. These cases no longer
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show up as active, even though a supervisor has not yet
reviewed them. As a result, supervisors cannot use the FPB
system to determine what cases are ready for their review, nor
can they assure that all cases are reviewed.

Supervisors Do Not Manage
Caseload Levels or Effectively
Monitor Response Time

Since social workers are assigned new cases throughout the
month, it is important that supervisors are aware of current
caseload information so that they can evenly distribute the
workload. Some sections within the department make
assignments on a rotational basis. That is, one case is assigned
to each available worker until each has received a case, and
then the first worker is assigned another case. Some sections
use variations of this assignment method. For example, cases
entering these sections are assigned on a rotational basis to the
workers who are responsible for cases in that specific
geographic region within Kern County. However, the rotational
case assighnment method does not take current caseload into
account and, therefore, can result in inequitable caseloads
among workers. If supervisors tried to consider caseload when
making assignments in an attempt to keep caseloads equitable,
they may not be effective because the caseload information
provided by the current manual monitoring systems is not
always current or reliable and, therefore, supervisors may be
unaware of inequitable caseload distributions. As a result, the
supervisor would not be able to correct the inequities and
would continue to assign cases to all workers regardless of the
current workload.

The department’s most serious problem in tracking caseloads
rests in its Emergency Response Section, where two of the three
key decision points in the county’s system of child protective
services exist. If the phone room supervisor agrees that a
referral should be investigated, she assigns the referral to an
Emergency Response investigator. Such assignments are usually
made based on the geographic region in which the referred
child resides. Using the log book of case assignments, the
phone room supervisor can track how many assignments have
been made to each investigator during the current month.

Although the phone room supervisor keeps track of the number
of cases assigned to each investigator, neither she nor the
investigator’s supervisor track the progress of the case after it is
assigned. The department states that the phone room
supervisor tracks investigator’s caseloads using its FPB system.
However, during our review, we determined the information
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from this system may not be accurate or reliable and, therefore,
would not be effective for monitoring caseloads. For example,
in July 1997, the department stated that the average caseload
for the preceding year for its Emergency Response investigators
was 63. However, an FPB report that the department provided
us covering the same period indicated an average caseload of
90, with some investigators routinely carrying over 300 cases
each and as many as nearly 600. Therefore, because the data
are not accurate, if the phone room supervisor uses this FPB
data when assigning cases, she may not assign them equitably.
Moreover, the phone room supervisor could be misled
regarding overburdened or underworked investigators.

The Emergency Response supervisors also do not proactively
monitor how promptly investigators complete their work. For
example, supervisors do not track the amount of time that has
elapsed since the department received the referral. Often, an
Emergency Response investigator will conduct an investigation
of a referral and decide that no action needs to be taken by the
department. Rather than completing an investigative report and
submitting it to the supervisor, the investigator will go on to
investigate a different referral. Because the Emergency
Response supervisors are not always aware of the disposition of
these cases until the investigators write them up and submit
them, a child potentially could remain in a high-risk situation.
In addition, because they do not track the progress of referrals
assigned to investigators, supervisors cannot identify
instances in which an investigator has not promptly begun
an investigation. For example, during our review, we
noted an investigator who had 30 referrals that he had not yet
investigated. When he informed his supervisor of the 30 cases,
the supervisor reassigned them to other workers. Twelve of
these referrals were more than one month old, and nine
others were more than two months old at the time they
were reassigned to other Emergency Response investigators.
In addition, 10 of the 30 referrals were for physical abuse.

A New System May Adequately
Track Workload and Caseload

Child Welfare Services/Case Management System (CWS/CMS) is
a statewide information system currently being implemented in
all 58 California counties. This system was designed to provide
for the information needs of both the county child protective
services agencies and the DSS. When fully implemented, the
CWS/CMS systems in all counties will be linked to each other
and the DSS. The department recently began using this system
for its everyday operations.
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According to the department, the CWS/CMS will provide it with
a workload tracking system, as it requires the workers to
complete their work and enter certain data directly onto the
system. Furthermore, the system will allow the supervisors
access to all data entered into the system by their workers.
Therefore, the supervisors will have the ability to examine each
worker’s caseload, determine cases that workers have closed
and that need supervisory review, review the individual cases
on the system, determine the status of all assignments made to
workers, as well as to perform various other tracking duties.
Additionally, the system has the capability to identify cases that
are beyond statutory timelines, need court reports prepared,
require visits to minors, and provide other important
information. Furthermore, the CWS/CMS has controls over who
can close cases, who can input data, and who has access to the
various data screens.

If the CWS/CMS functions the way it is intended to, it will
provide the department with an adequate workload monitoring
system. However, it appears to us that the FPB system could
have provided an adequate workload monitoring system if the
department had instituted and maintained proper control to
ensure the reliability of the data and implemented policies and
procedures to instruct each section about how to monitor its
workload. Therefore, the department must properly use the
capabilities of the CWS/CMS and institute proper controls to
maintain the reliability of the data. Also, the department must
implement policies and procedures to address workload
monitoring at the section level. If the management does not
ensure that these steps are taken, the CWS/CMS could become
as unreliable as the FPB system.

Social Workers Are Not Always
Properly Implementing Case
Plans in Other Sections

Many of the problems that exist in the department’s Emergency
Response Section also affect the department’s other sections.
Although cases that reach the Court Intake, Family
Maintenance, Family Reunification, or Permanent Placement
sections have already received a great deal of attention by the
department, and two of the three key decisions in the child
protective services process have already been made, the
activities of these sections are still vital to identifying and
addressing the problems that led to the abuse or neglect.

However, these sections do not always provide services
properly.  Specifically, we noted several instances in which
social workers did not comply with regulations while their cases
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were in the Court Intake, Family Maintenance, and Family
Reunification sections. For example, although DSS regulations
require social workers to visit minors three times within the first
30 days and require social workers to make contacts with
minors and parents monthly thereafter, we found 6 instances
out of the 12 referrals we reviewed from the Family
Reunification Section and 3 instances out of the 5 referrals we
reviewed in the Family Maintenance Section in which the social
worker did not make all required visits. The social worker
assesses the child’s needs and desires on these visits and
ensures that the present placement is appropriate and safe.
When the department does not conduct these visits, the child’s
well-being could be at risk.

We also noted that the department did not administer drug tests
in one of the five cases we reviewed from the Family
Maintenance Section. We also noted four instances out of the
13 referrals we reviewed from the Court Intake Section in which
the department did not obtain parent/caretaker signatures on
case plans. By not obtaining signatures, the department cannot
assure that parents are aware of expectations outlined in
the case plan. Finally, we noted two instances out of the
30 referrals we reviewed from the Court Intake Section in which
a supervisor did not promptly review the file. In one of these
cases the supervisor did not review the file until five months
after it was closed. As a result, if the worker did not adequately
perform his or her duties in this particular case, it would be far
too late to remedy the situation when the supervisor reviewed
the case file.

The Court Intake, Family Maintenance, Family Reunification,
and Permanent Placement sections do not have a workload
tracking system that would help to assure required activities are
completed promptly and appropriately. An effective workload
tracking system that identifies what actions are required for each
case, establishes when the actions should be completed, and
monitors their prompt completion would allow supervisors
within these sections to proactively ensure that cases under their
supervision comply with all required practices, such as monthly
visits or drug tests. Currently, supervisors do not always review
cases while social workers are actively providing services. As a
result, the department does not know if its actions taken on
a case are out of compliance with required practices until
after a case is closed, which is too late to correct any
deficiency.



Conclusion

Over the past three years, the department experienced a
significant increase in the number of referrals of child abuse and
neglect it received. However, it has not kept up with this
increase, resulting in a backlog of cases. Furthermore, the
department does not always obtain important information or
perform critical tasks in evaluating, investigating, and servicing
the cases it processes. For example, the phone room social
workers do not always complete sufficiency screens designed to
assist them in making the critical decision to respond to a
referral of abuse or neglect. Also, the Emergency Response
investigators do not always initiate or complete their
investigations promptly, and they do not always complete a risk
assessment tool designed to assist the investigator in
determining if a child is at risk of future abuse or neglect.
Finally, social workers in the sections that develop and
implement case plans do not always visit the children
and parents as required to ensure that the children are safe and
the parents are complying with the case plan.

While the increased workload it experienced in the last three
years undoubtedly has affected the department’s ability to
properly process referrals, its lack of effective management
oversight for its operations has also contributed to these
weaknesses. For example, throughout the department’s
operations we noted that supervisors did not always provide
prompt or effective reviews of the work being performed.
Further, the department has not established a systematic
method of monitoring its employees’ workloads. Finally, the
department has not developed procedures for its employees to
follow in performing child protective services. As a result, the
department cannot assure it adequately protects the children of
Kern County from continued abuse and neglect.

Recommendations

To ensure that it provides prompt, effective child protective
services, the department should:

* Ensure that its supervisors are providing prompt, effective
reviews of its social workers” performances.

* Ensure that its social workers initiate investigations of
immediate and 10-day referrals within required time frames
and complete the resulting case plan within 30 days.
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* Institute a caseload and workload tracking system that will

allow it to monitor the caseloads and workloads of its
employees.

e Develop a caseload standard for each of its sections so that
it can better determine when its social workers are
overburdened.

* Develop procedures for its employees to follow in providing
child protective services.

Once the department has developed an effective caseload and
workload tracking system and has established a caseload
standard for its social workers, it should ensure that it has
sufficient staff to stay within its caseload standard.



Chapter 2

The Juvenile Court Can Improve Its
Process of Adjudicating Child Abuse
and Neglect Cases

Chapter Summary

critical decisions regarding the protection of minors from

abuse and neglect. In our review of the juvenile court,
we found that it agreed with the Kern County Department of
Human Services’” Family Preservation Bureau (department) on
the safest and most appropriate placement for minors in over
99 percent of dependency hearings. However, the juvenile
court often continues hearings, which lengthens the time that
minors must remain in a contested dependency proceeding.
Lengthy proceedings may add to the degree of stress placed on
minors by the dependency process. Although some of these
continuances are not the juvenile court’s fault, they could be
avoided by the department or the California Department of
Corrections acting promptly. Additionally, although the
juvenile court in Kern County takes less time than juvenile
courts in other California counties to process similar cases, it
exceeds state requirements for completing hearings. Therefore,
the juvenile court should consider ways to shorten
case-processing times, such as implementing a mediation
program to reduce court workload and an information system to
track continuances, case-processing times, and other pertinent
data.

rhe Kern County Juvenile Court (juvenile court) makes

If the Department Removes a Minor, It Must
Seek the Approval of the Juvenile Court

In Chapter 1, we discuss the first two key decision points we
noted in Kern County’s child protective services system. The
third key decision point we identified rests with the juvenile
court. When an emergency response investigator determines
that a minor should be removed from his or her caretakers, the
department must file a petition with the juvenile court within
48 hours to initiate a legal process intended to protect minors.
The juvenile court determines whether the minor can safely
remain at home or should become a dependent of the court and
it decides what services the minor and his or her family should
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receive. Figure 3 in the Introduction illustrates the juvenile
court process. To make these determinations, the juvenile court
must proceed through a series of hearings, which are described

Table 3

in Table 3.

Description of Juvenile Court Dependency Hearings

Type of Hearing

Timeline

Purpose

Detention

Jurisdiction

Disposition

Review

Permanent Plan

Within one court day of petition
filing

Within 15 court days of
detention hearing

Within 10 court days of the
jurisdiction hearing

At least every 6 months, for up
to 18 months, after the
disposition hearing

Within 120 days of terminating
family reunification services,
which must be terminated no
later than 18 months after the
child is detained

The juvenile court determines whether
the minor should continue to be
detained. The department must prove
there is a substantial risk the minor
will be abused or neglected if returned
home.

The  juvenile  court  determines
whether the allegations listed in
the department’s petition are true. The
department must prove that the
allegations in the petition have more
than a 51 percent probability of being
true.

The juvenile court determines, among
other things, whether the minor can
safely return home or should continue
to be detained from his or her parents’
custody. The department must prove
by “clear and convincing” evidence
that returning the minor to his or her
parents would create a substantial risk
of danger.

The juvenile court reviews the case to
monitor the progress of the minor and
his or her family in achieving the goals
of the case plan.

The juvenile court chooses adoption,
legal guardianship, or long-term foster
care as a permanent plan for the minor.
The department is required to submit a
report containing recommendations.

For each hearing, the department submits recommendations to
the juvenile court supported by evidence; however, the juvenile
court may release the minor to the family at any step in the
hearing process if it decides the department is unable to prove a
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substantial risk to the minor exists. Such a decision is called an
“adverse decision” and could result in the minor’s return to a
family situation the department evaluated as dangerous.

In Kern County, the juvenile court rarely issues adverse
decisions. Specifically, it issued only one adverse decision out
of our audit sample of 178 hearings. That is, in over 99 percent
of hearings, the juvenile court and the department agreed on
the safest and most appropriate placement for the minor.
Additionally, we interviewed the judicial officers and the
county counsel staff, who indicated that adverse decisions
occurred very infrequently and were not a significant problem
in Kern County.

The Juvenile Court Does Not Always
Meet Mandated Hearing Timelines

The ultimate goal of the dependency process is to place
children permanently in a safe environment. Ideally, children
involved in this process will eventually return to an improved
situation in their family homes. However, because many
parents fail to overcome their problems, many children cannot
be returned. In instances where an alternative long-term
placement is required, the minor may be placed in several
different foster homes while the juvenile court attempts to
implement an appropriate permanent plan. A lengthy court
process may add to the degree of stress placed on minors by the
dependency process, so the law requires the juvenile court to
complete hearings within certain time limits.

The Welfare and Institutions Code and California Rules of Court
mandate hearing timelines when a child is detained.
Specifically, when the department removes a child, it must
file a petition with the juvenile court within 48 hours. Once it
receives the petition, the juvenile court must hold a detention
hearing within one court day, a jurisdiction hearing within
15 court days of the detention hearing, and a disposition
hearing within 10 court days of the jurisdiction hearing. A
court day is any day that the court is in session. For the
purpose of our report we refer to these requirements as “hearing
timelines.” Under certain circumstances, the juvenile court can
continue these hearings beyond the time limits. However, the
law states that in no event should the juvenile court hold
the disposition hearing more than six months after the detention
hearing. We will refer to this requirement as the “process
timeline.” If the juvenile court orders family reunification
services, they must be terminated after 18 months. Upon
termination, the juvenile court must hold a permanent plan
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‘;
Despite required
timelines, the juvenile
court has no information
regarding the length
of time cases take
to proceed to each

hearing.
‘;

A 4

The juvenile court often
fails to comply with
statutory hearing
timelines—at least half
the cases exceeded twice
the statutory time limit
for both the jurisdiction
and disposition hearings.

A 4

hearing within 120 days. In total, state law requires that the
juvenile court implement a permanent plan hearing no later
than 22 months after the detention hearing.

To accomplish a timely permanent placement for each minor,
California statutes encourage child abuse and neglect cases to
progress quickly through the early hearings. Since the juvenile
court does not maintain an information system, it has no
information regarding the length of time cases take to proceed
to each hearing. Therefore, to obtain some understanding of
how long it takes the juvenile court to proceed to the
various hearings, we selected a sample of 20 cases, comprising
178 hearings, and determined whether the juvenile court met
the requirements for hearing and process timelines.

Process Timelines

In 2 out of the 20 case files we reviewed, the juvenile court did
not reach a final disposition within the required 6 months. One
case took 11 months and the other, 12. Both cases proceeded
to an initial disposition within 6 months but, due to
circumstances out of the juvenile court’s control, underwent the
hearing process a second time to reach a final disposition.
Therefore, it appears that the juvenile court complied with the
process timelines in all of the cases we reviewed.

Hearing Timelines

As depicted in Figure 6, the juvenile court often fails to comply
with the statutory hearing timelines of up to 16 court days for
jurisdiction and up to 26 court days for disposition hearings. At
least half of the juvenile court’s cases take 28 court days, or
nearly twice the statutory limit, to reach the jurisdiction hearing.
Additionally, at least half of the juvenile court’s cases take
63 court days, or more than twice the statutory limit, to reach
the disposition hearing.

The times presented in Figure 6 are measured in percentiles
used by the National Center for State Courts to present the
same data for six California counties in its California Court
Improvement Project Report. The amounts in Figure 6 present
the 50th percentile for each entity, representing the time it takes
for half of the cases studied to conclude the respective hearing:
Half of the cases take a shorter time than the median and
the other half take a longer time. For example, as depicted
for the jurisdiction hearing in Figure 6, the 50th percentile for
the juvenile court is 28 court days. That is, it took the juvenile



court less than 28 court days to complete the jurisdiction
hearing in half of its cases, and more than 28 court days to
complete the other half.

Figure 6
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The National Center for State Courts reviewed files from
juvenile courts in six California counties to determine
the amount of time each court took to reach various
dependency hearings. This file review was conducted as part of
the California Court Improvement Project and included the
counties of Butte, Fresno, Humboldt, Los Angeles, San Diego,
and San Francisco. This is the best available data regarding
case-processing timelines in other California juvenile courts and
provides relevant comparisons with the data we obtained from
our review of 20 juvenile court cases. The juvenile court is
near the six-county average case-processing times for
all hearings except for the jurisdiction and permanent plan
hearings. It holds the jurisdiction and permanent plan hearings
faster than the six-county average.
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‘;
Despite exceeding
statutory timelines, the
juvenile court still holds
hearings sooner than the
six-county average.

‘;

The juvenile court is not alone in having problems complying
with hearing timelines, as half of the six counties’ average
cases take 43 court days, or nearly three times the statutory
limit, to reach the jurisdiction hearing. Furthermore, 50 percent
of the six counties’ juvenile court cases take 70 court days, or
nearly three times the statutory limit, to reach disposition. One
of the reasons the juvenile court does not always meet the
hearing timelines is that it often continues hearings to a later
date for various reasons.

Continuances Cause Hearings
To Exceed Statutory Timelines

The juvenile court may continue hearings several times before
they are actually completed. When a case does not progress
quickly through the jurisdiction and initial disposition hearings,
the juvenile court has difficulty ensuring that permanency
decisions are reached as promptly as possible. Although the
juvenile court does not track continuances or their causes
we found that it granted a continuance in 55, or approximately
30 percent, of our sample of 178 hearings.

Continuances can be granted at any of the hearings and,
indeed, we noted continuances granted at all stages of the
dependency process. However, the most critical hearings with
regard to continuances are the jurisdiction, disposition, and
permanent plan hearings. As shown in Table 3, on page 32,
at the jurisdiction hearing the juvenile court determines whether
the allegations of abuse are true, and at the disposition hearing
it determines whether the minor must continue to be detained
and orders services be provided to the family. Until these steps
are completed, the case cannot progress toward a permanent
plan.  When permanent plan hearings are continued, the
minor remains in the dependency process, which may be
stressful to the minor. Additionally, these continuances cause
inconvenience for the participants of the hearings, who make
arrangements to appear, wait through the day for their hearing,
and then receive instructions to come back another day. Of the
case files we reviewed, the juvenile court granted continuances
in 36 percent of jurisdiction hearings, 31 percent of disposition
hearings, and 60 percent of permanent placement hearings.
Table 4 shows the percentage of frequency and number of times
that these critical hearings were continued.



Table 4

Percentage of Hearings Wit